erally has an excellent prognosis. It is not common in children and adolescents, with an incidence ranging from 0.2 to 5 per million per year. However, when it does occur in these patients, it is considered to have different biological behavior from in the older population [1] [2] [3] . The PTC in children and adolescents tends to be more advanced at diagnosis, with local and even distant metastasis, and is of an aggressive nature [2, 3] .
Introduction
Papillary thyroid carcinoma (PTC) is the most common thyroid cancer and composes about 80% of thyroid malignancies. PTC clinically behaves indolently and gen-mastoid muscle was diagnosed. The patient experienced hoarseness and difficult swallowing. Urgent contrastenhanced multislice computed tomography scanning (16-slice MSCT General Electric 'Bright Speed') was performed, revealing a huge cervical mass, 62 × 49 mm in diameter, lying anteriorly to the sternocleidomastoid muscle and close to major vessels, and suspected to be an expanding hematoma ( fig. 1 a) . The carotid artery and internal jugular vein were compressed and a significant deviation of the trachea to the opposite side was visible. Based on these findings, a vascular lesion was suspected, and, due to possible airway compression, an emergency surgical exploration was performed. However, during the exploration, neither vascular injury nor active bleeding was found. A solid, hematoma-like tumefaction in the right thyroid lobe was revealed instead ( fig. 1 b) . Total right thyroid lobectomy was performed because we believed the lobe was affected by the trauma, resulting in a massive hematoma. There were no macroscopic signs of enlarged cervical lymph nodes. After the lobectomy, however, a medial incision of the excised lobe revealed a highly suspicious associated presence of a PTC >4 cm in diameter. Nevertheless, we decided to not perform any other surgery besides the lobectomy, in order to avoid a risk for postoperative permanent recurrent nerve palsy and hypocalcemia in the blood-embedded operative field.
A definitive histological finding confirmed a PTC grade T 3 permeated with hematoma ( fig. 1 c) . Paraffin section examination revealed no signs of extracapsular spread of the tumor. Because the patient was 19 years old, we concluded that he was in stage I of the disease.
The patient recovered well and was discharged on the 4th postoperative day. TSH suppression therapy was in-troduced because there were no signs of contralateral disease or lymph node involvement on high-resolution cervical ultrasonography. In the first year after surgery, follow-ups were done every 3 months and thereafter every 6 months (a total follow-up time of 30 months). At each follow-up, TSH, thyroxine, triiodothyronine, thyroglobulin and antithyroglobulin antibodies were evaluated, and were found to be within the normal range. Ultrasound examination of the contralateral lobe and neck were performed at the same time, and no signs of disease relapse were found.
Discussion
Since our patient was an emergency case of neck trauma, and thyroid tumor was revealed during surgery for a suspected expanding cervical hematoma, our choice of operative strategy was dictated by the circumstances and this was the reason we performed a hemithyroidectomy. The operative technique included meticulous dissection of the recurrent laryngeal nerve in order to identify the point of neurovascular intersection as well as preserve the vascularization of the parathyroid glands. This was a technically demanding procedure and was performed by an experienced endocrine surgeon.
There are only a few published papers about posttraumatic hematomas in healthy thyroid glands, i.e. after blunt trauma and fine-needle biopsy [5, 6] . In these cases, urgent neck exploration by all means is mandatory in order to prevent airway obstruction caused by the expanding hematoma. The loss of time due to the observation can lead to the point when intubation is difficult or even impossible and if this is the case, the use of a fiber-optic bronchoscope or even tracheostomy is required. Clinical experience regarding the acute presentation of previously undiagnosed PTC is limited; in the available literature, there are only 2 papers that discuss the issue [7, 8] , and both were cases of PTC dissemination in adults. The first was a relatively old patient (68 years old) treated by palliative means and the second was a pregnant woman (35 years old) treated aggressively with good mid-term results. In both cases, the acute presentation was caused by distant metastases, while in our patient it was induced by local trauma.
In our case, after the histological confirmation of PTC, we did not reoperate on our patient to achieve a total thyroidectomy, although some authors do recommend routine total thyroidectomy with postoperative radioiodine treatment in spite of the possibly harmful side effects [9] . Our decision was based on the fact that, in the 30-month follow-up, we did not find any signs of recurrence or contralateral lobe or cervical lymph node involvement.
The extent of surgery of the thyroid gland in the case of PTC is still a matter of discussion. Some authors advocate routine total thyroidectomy, even with prophylactic compartment VI dissection, and we completely concur with such an approach in elective PTC surgery [10] .
Our patient is being closely followed and evaluated for PTC and reoperation is still an option.
Conclusion
This was a unique case of an acute, life-threatening presentation of a previously asymptomatic PTC in an adolescent that required immediate surgical treatment.
